49: A boy of 15 years of age reported with a complaint of periodical pain in a left lower first molar during the last two years.
backwards and upward to the posterior margin of the ramus. There was a further loculus of rarefaction at the lower border of the mandible beneath the main area, which partly included the misplaced 17. 18 was not fully formed and was lying near the neck of the condyle.
The appearances were suggestive of a dentigerous cyst involving I7, or, alternatively, consistent with an apical cyst involving 16 with a smaller dentigerous cyst over 7. The possibility of adamantinoma could not be excluded. 20.4.49: Operation to remove 16 and roof of cavity from within mouth and to explore cavity. This was found to be cystic with several thick fleshy septa dividing it into two main parts with several smaller incomplete loculi. The walls were of very thick but friable soft tissue, rather red in colour. 17 was exposed in upper cavity, but T8 entirely covered by lining. Since the appearances were out of keeping with those 6f a normal epithelial cyst, it was decided to apply a cyst plug pending a biopsy report. 50 20.5.49: In spite of conflicting opinions in regard to diagnosis, conservative treatment by exteriorization was continued, the original cyst plug being shortened from time to time. The cavity was rapidly filling up from the base but the lining still looked very abnormal. 14.8.49: Cavity further filled up. Second biopsy taken. 14.1.50: Cavity now obliterated to saucer-like depression with second molar lying at its base, but sloping lingually. Plug discarded.
This case is reported in order to show the apparent success of the conservative treatment in spite of unusual histological appearances suggestive of a possible trend toward adamantinoma.
First biopsy report from cyst wall and septa.-There-is a massive reticulum ofepithelial cells extending irregularly through a very light myxomatous connective tissue base. Fairly vascular. No evidence of inflammatory infiltration. No areas enclosed by the reticulum were cystic other than the main cyst cavities, and there was no cystic breakdown in the epithelial element. The epithelium was squamous but a well defined basal layer was seen in many areas.
This biopsy suggested the possibility of adamantinomatous change. Second biopsy four months later.-Wall of cyst showed an almost normal epithelial lining on a fibrous tissue base in all areas. No trace of the epithelial reticulum was seen in the deeper tissues.
RELATION OF DENTIGEROUS CYST TO ADAMANTINOMA This case brought about an immediate consideration of the possibility of the development of an adamantinoma from a dentigerous cyst as reported by several writers. It also led to a consideration of the use of a conservative method, despite the original biopsy sections.
Relatively few instances ofthis development have been reported, and a disappointingly high percentage of these reports have either shown no illustrations, or the evidence suggests that a true adamantinoma was present in the first place. For instance, a-certain cyst was said to recur as adamantinoma, but since no biopsy of the original cyst was available, this is obviously a useless report. Others show what appears like the flattened lining of a large adamantinoma cavity and compare it with a more typical adamantinomatous area from the same cyst.
Churchill (1934), Cahn (1933) and Thoma (1946) have reported cases where adamantinomatous follicles appear truly to have developed from a dentigerous cyst.
The evidence is, however, that such an occurrence must be regarded as extremely rare, and in any case likely to be diagnosed by biopsy if doubt exists in cases with an unusual lining.
It would not seem justifiable, therefore, to condemn the very useful conservative operation of exteriorization on the grounds that an adamantinoma may develop from a dentiserous cyst. Some authorities have even advocated complete excision followed by electrocoagulation in all cases of dentigerous cyst. This appears quite unreasonable and unjustifiable. There is no doubt that marsupialization is of great value when the cyst is surgically inaccessible, or in cases where the cyst lies in close relation to an important or delicate structure such as the antrum, or in order to conserve sound teeth in young people by allowing the cyst to fill up and for displaced teeth to migrate back and erupt into a functional position, as first demonstrated by Sprawson. It is well known that certain cysts, notably maxillary inclusion cysts, fail to respond completely to treatment by marsupialization and the cavity may never become obliterated thereby. If they can be diagnosed as such, these cysts are best enucleated. Others may be exteriorized and maintained open until the cavity is reduced to a more accessible state and until the walls have thickened; then there may secondarily follow a total excision entailing less damage to adjacent structures.
